Study design: Cross-sectional validation study. Objectives: To adapt the Spinal Cord Lesion-related Coping Strategies Questionnaire into the Spanish language (SCL CSQ-S) and to examine the relationship between coping strategies, global quality of life and psychological adaptation. Setting: Data were collected through individuals with spinal cord injury (SCI) now living in the community who completed their routine follow-up assessment at the Institute Guttmann in Barcelona, Spain. 
INTRODUCTION
Spinal cord injury (SCI) is one of the primary causes of neurological disability in Spain. In fact, it is estimated that there are 12-20 new cases of SCI per million inhabitants per year. Thus the overall prevalence of SCI in Spain is approximately 350 individuals per million inhabitants. 1 SCI represents a long-term medical condition that produces irreversible physical, psychological and social consequences. Therefore, SCI individuals are forced to continuously adapt to their condition by making adjustments within several specific domains, including mobility, self-care, lifestyle and social relations. 2, 3 Indeed, the psychological impact of SCI is evidenced by the fact that there is a higher incidence of anxiety and depression in affected individuals when compared with the general population. 4 The use of coping strategies has been identified as an important mechanism by which SCI individuals adjust to their state of chronic disability. 5, 6 Notably, SCI-related coping strategies were found to impact psychological variability more than socio-demographic or lesion-related factors. 6 Nevertheless, methodological limitations, such as the use of generic coping instruments, 2 have made it difficult to establish the relationship between coping and SCI adaptation. Indeed, commonly used coping assessments are very long, do not adequately reflect the complexity of SCI and are difficult to compare. 5 For these reasons, the Spinal Cord Lesion-related Coping Strategies Questionnaire (SCL CSQ) 7, 8 was developed. The SCL CSQ assesses coping based on three distinct subscales: Acceptance (degree of revaluation of life values), Fighting spirit (extent of independent behaviour in spite of the lesion), and Social reliance (tendency to display negative psychological or social dependency). The original SCL CSQ, which was previously described (that is, item generation, factor identification and scale reliability), was found to meet a basic level of reliability and validity. 8 In addition, it showed improved performance when compared with a general coping measure. 9 Notably, socio-demographic and injury-related characteristics (for example, age, time since lesion and gender) were considered during development of the SCL CSQ. 8 Although there was relatively low variability associated with these background characteristics, the Acceptance subscale was found to increase with time since injury in the short term (6-12 weeks post injury) 10 and over several years (persons injured 1-4 years vs X5 years). 7, 8 In addition, the Social reliance subscale was reduced over time when considering both the short (6-12 weeks post injury) 10 and long (1-4 years vs X5 years) perspectives. 8 Differences with regard to neurological status were less consistent than those observed when considering time since injury. In the developmental study, individuals with functionally complete tetraplegia, who used a wheelchair and displayed impaired function in their upper extremities (tetraplegia: ASIA A, B, C), reported higher levels of Social reliance than those with less neurological deficit. 8 In the first European cross-national validation study, subjects with complete paraplegia scored significantly higher in the Fighting spirit subscale when compared with individuals with complete tetraplegia. 7 In addition, subjects with thoracic injuries produced higher scores related to Fighting spirit than those with cervical injuries. 7 Although the SCL CSQ was developed to assess individuals with traumatic lesions, it also appears to be applicable to cases involving nontraumatic lesions. 7, 10, 11 The SCL CSQ has been used to study the relationship between coping and psychological outcomes. 5, 10, [12] [13] [14] In fact, higher scores in the Acceptance and Fighting spirit subscales indicated better psychological functioning and quality of life (QoL), whereas high scores in Social reliance were linked with psychological distress. These results have highlighted the fact that appropriate psychological support may promote improved long-term QoL and independence in SCI individuals. 14 In accordance with this notion, Kennedy et al. 11 suggested that initial stages after injury were associated with the use of strategies that were not typically required for everyday life.
Our clinical experience has suggested that prolonged Social reliance may produce greater feelings of dependency and psychological discomfort, leading individuals with SCI to drift toward poor adaptation. In contrast, Fighting for the best possible conditions and Acceptance can lead to improved adaptation.
Moreover, we believe that a broader concept of disability adaptation should consider social participation, 3 absence of psychological problems (for example, anxiety and depression) and a good QoL. 15 Purpose There exists a growing need to develop effective functional measures in the field of neurorehabilitation. In the present study, we have produced a Spanish language version of the SCL CSQ and analysed its factorial structure and validity during the measurement of psychosocial adaptation outcomes. According to previous research, we expected that coping strategies related to Acceptance and Fighting spirit would positively predict psychological adaptation, whereas Social reliance would demonstrate both negative (QoL and social participation) and positive (anxiety and depression) relationships.
MATERIALS AND METHODS Participants
A total of 511 subjects with SCI were included in the study. These individuals were living in the community and attended their annual comprehensive follow-up evaluation at the hospital between March 2010 and July 2011. They were between the ages of 17.5 and 87.2 years (mean: 50.6 years (s.d. ¼ 14.3)), were fluent in Spanish and had completed the rehabilitation process. Notably, subjects with concomitant brain injury, communication issues or previous psychiatric disorders were excluded. Socio-demographic and lesion-related data are presented in Tables 1 and 2 .
Design
A cross-sectional validation study was used.
Materials
Data regarding socio-demographic and lesion-related variables were collected from the database at Institut Guttmann, a neurorehabilitation hospital located in Barcelona, Spain.
The instruments selected for use in this study represent commonly used tools, which have previously been applied to the SCI population.
Measures
Spinal Cord Independence Measure (SCIM II). We assessed functional independence using the second version of the SCIM. The SCIM II consists of three main categories: (1) self-care; (2) respiration and sphincter management; and (3) mobility. Each of these areas is subdivided into 18 subitems, which collectively yield a score ranging between 0 and 100. Higher scores indicate greater functional independence. The psychometric properties of this assessment have been reported elsewhere. 16 Hospital Anxiety and Depression Scale (HADS). The HADS self-assessment questionnaire contains subscales related to anxiety and depression. Each of these subscales is composed of seven items. Answers are given on a four-step Likert scale (0-3), and the individual response values are summed to yield overall scores for anxiety and depression. The psychometric properties of the Spanish version were previously reported. 17 Global QoL rating. We utilized the short version of the World Health Organization Quality of Life Questionnaire (WHOQoL-BREF) 18 to obtain a single rating of overall QoL. This item reads 'How would you rate your quality of life?' and is reported based on a five-point response format that ranges from 1 (very poor) to 5 (very good).
Community Integration Questionnaire (CIQ). Social participation was measured using the revised version of the CIQ, which assesses three domains: home competency, social interactions, and productive activities. Both domainspecific and cumulative (ranging from 0 to 25) scores can be calculated, with higher punctuations indicating better community integration. Notably, this measure has been used previously to assess an SCI population. 19 SCL CSQ. The SCL CSQ was developed for use with individuals with SCI and is comprised of three subscales: (1) Acceptance, which focuses on the lesion and its ramifications as integrated parts of the individual's life (for example, I have been able to see my injury in relation to other things in life); (2) Fighting spirit, which assesses the subject's ability to make the best of life despite the lesion (for example, I always try to manage on my own as much as possible); and (3) Social reliance, which examines the patient's perception of dependence upon others (for example, my injury has taught me that I am now dependent upon others). Items are rated on a four-step Likert scale (1-4). Scores represent the mean of the rating for each subscale, with higher scores indicating greater use of the specific strategy. 8 Notably, the revised version of the English questionnaire was used for the translation process in this study, 10 and a protocolled process was followed for obtaining linguistic, conceptual and metric equivalencies. Specifically, items were translated from both English and Swedish into Spanish, which resulted in five versions that were assessed by five expert psychologists. A unified version was produced and evaluated during individual interviews of 10 subjects. These 10 participants indicated that they had difficulties understanding some of the items within the forward-translated questionnaire. Following correction of these discrepancies, two SpanishEnglish bilinguals performed backward translation for comparison to the original version and observed equivalence. Subsequently, individual interviews were conducted on five participants, who indicated good comprehension.
Finally, the SCL CSQ-S was tested in a pilot study in order to confirm that there was a high level of item acceptability and comprehension. Items resulting from the backward translation process to Spanish are shown in the Appendix.
Procedure
For data collection, a psychologist personally delivered a folder containing the questionnaires and respective instructions to each study participant during his/ her annual examination at the hospital. Notably, the Institut Guttmann Ethics Committee approved the study, and all participants gave written informed consent.
Data analysis
Several statistical techniques were used in the present study, and we conducted both descriptive and correlational analyses. Indeed, t-tests were performed to examine possible gender or lesion-related differences, whereas successive oneway analysis of variance tests were used to examine the effect of sociodemographic and lesion-associated variables on coping strategies. Confirmatory factor analysis was also conducted using robust methods and reliability coefficients. In addition, hierarchical regression analysis was performed. In this regard, socio-demographic factors, lesion-related variables and functional independence were entered into the sequential equations, respectively, followed by coping strategies. Furthermore, psychosocial adaptation measures were considered to be dependent variables (that is, anxiety, depression, QoL and social participation). Although there were 10 missing values in the single Global QoL rating, they were replaced using the scale mean and had no impact on our analysis. Notably, there were no other missing data associated with the variables included in the present study.
Statement of ethics
All applicable institutional and governmental regulations concerning the ethical use of human volunteers were followed throughout the course of this investigation.
RESULTS

Descriptive statistics
The study variables are presented in Table 1 . Considering the cutoffs from the anxiety scale, we observed that 378 (74.0%) participants showed non-clinical levels, whereas 70 (13.7%) subjects could be considered as possible cases. However, we found that 63 (12.3%) individuals displayed clinical levels of anxiety. With regard to depression, 415 (81.2%) cases could be classified as non-clinical, 65 (12.7%) participants represented possible cases and 31(6.1%) subjects showed clinical levels.
In Table 2 , we present the means and s.ds. associated with the different socio-demographic and injury-related variables of the SCL CSQ-S subscales. We found no gender-based differences. Nevertheless, significant differences were observed in the Acceptance subscale with relation to marital status, education level, cause of lesion, age at injury and time since injury. In fact, pairwise comparisons revealed that single, graduate individuals, who suffered a traumatic injury when younger, displayed significantly higher scores for Acceptance. With regard to Fighting spirit, greater scores were associated with individuals having secondary or graduate educational levels. For the Social reliance subscale, pairwise comparisons indicated that higher scores were associated with married individuals having lower educational levels, who had suffered tetraplegia caused by non-traumatic aetiology at a late age.
Confirmatory factor analysis
Our findings indicated that the original correlated, three-factor model sufficiently fit the data obtained in this study (Table 3) . Indeed, items were found to be good indicators of their respective latent factors, showing adequate factorial charge ranges: Acceptance (0.57-0.73), Fighting spirit (0.41-0.72), and Social reliance (0.68-0.75) (see Figure 1 ). In addition, the following correlations were calculated among the latent factors: Acceptance with Fighting spirit (0.89; Po0.05), Acceptance with Social reliance ( À0.26; Po0.05), and Fighting spirit with Social reliance ( À0.17; Po0.05). Considering the high correlation observed between Acceptance and Fighting spirit, alternative models were tested, involving items from the two factors that pertained to a unique factor or two factors combined into a second-order factor. We found that the original three-factor model, which displayed better performance within all fit indices, was the most plausible option (see Table 3 ).
Furthermore, we calculated the reliability coefficient (Cronbach's a) for each subscale: Acceptance (0.74), Social reliance (0.76), and Fighting spirit (0.69). Indeed, these coefficients approximated the value for acceptable internal consistency (0.70).
Correlation analysis
Bivariate Pearson's correlation coefficients were calculated. Although age and age at time of injury correlated moderately with other sociodemographic and lesion-related variables, they showed lower correlation with adaptation and coping measures. Moreover, our data indicated that anxiety (r ¼ À0.35), depression (r ¼ À0.49), Acceptance (r ¼ 0.48) and Fighting spirit (r ¼ 0.37) correlated moderately with QoL. The correlation matrix for all study variables is presented in Table 4 . We observed that the correlation between Acceptance and Fighting spirit was considerably lower in bivariate analyses compared with confirmatory factor analysis. This finding may result from the fact that confirmatory factor analysis correlation terms are obtained between measures without measurement error.
Regression analysis
Results obtained from the multiple hierarchical regression analysis are shown in Table 5 . When global QoL rating was considered as the dependent variable, lesion-related and socio-demographic factors did not significantly contribute to the variance. Our analysis revealed that cause of injury and Acceptance accounted for 29.2% of the variance. Also, traumatic injury and higher Acceptance scores were related to increased QoL.
When CIQ was the dependent variable, actual age, marital status, gender, education, SCIM, Acceptance, Fighting spirit and Social reliance accounted for 58.1% of the variance. In addition, we found that male gender, younger age and scoring high in positive coping skills were associated with greater CIQ scores. In the case of anxiety as the dependent variable, gender, education, marital status, Acceptance and Social reliance accounted for a 21.9% of the variance. Furthermore, female gender, low educational level, single relationship status and scoring high in Social reliance were found to be predictors of increased anxiety scores. In this regard, Acceptance was demonstrated to be a protective coping skill.
Our analysis of depression indicated that Acceptance, Fighting spirit and Social reliance could account for 35.4% of the variance. High positive coping scores were found to predict lower depression scores, and Social reliance appeared to represent a negative coping strategy.
Standardized regression coefficients from the three models indicated that Acceptance and Fighting spirit were positively related to adaptation outcomes. In addition, Acceptance was negatively related to anxiety and depression, whereas Fighting spirit was only negatively associated with depression. In contrast, Social reliance was negatively related with CIQ and positively associated with anxiety and depression. Taken together, our findings suggest that these three distinct coping strategies have differential effects over adaptation outcomes, supporting the notion that Acceptance and Fighting spirit represent independent factors.
DISCUSSION
In the present study, we present evidence that cultural and linguistic equivalence was obtained following translation of the original SCL CSQ to the Spanish language. Moreover, our findings support the original factorial structure of the scale, as we observed internal consistency and adaptation outcomes that were similar to those described in previous studies. 7, 8, 10 However, the less than optimal internal consistency shown by this instrument could be attributed to the short length of its subscales. Nevertheless, our results confirm that the structure of this tool is robust, as data obtained using the SCL CSQ-S largely replicated the original theoretical framework. Although fit indices were acceptable, the correlation observed between Acceptance and Fighting spirit was high. Thus, an overlap between these coping strategies could be hypothesized. Indeed, it is possible that SCI individuals accept the consequences of their disability (Acceptance) through achieving goals (Fighting spirit). Although future investigations will be needed to verify the possible connection between these coping mechanisms, the three-factor form of the scale allowed us to predict the impact of coping strategies on psychosocial adaptation outcomes.
Our findings have suggested the existence of two well-differenced patterns of coping. Well-educated individuals, who suffered a traumatic injury when they were young, were able to effectively utilize Acceptance as a coping strategy. On the other hand, Social reliance represented the main coping mechanism used by married individuals with a low education level, who displayed a non-traumatic aetiology. Therefore, in view of these results, it is feasible that people with higher educational levels can visualize themselves in occupational roles that are more dependent on their cognitive abilities, which are not impaired, whereas those with lower educational levels often perform physically demanding jobs that require abilities that they no longer possess following injury (for example, cleaner, waitress, workman).
Our findings also confirm previous data suggesting that injury characteristics do not constitute the main predictors of psychosocial adaptation. 2, 6 In the past studies, adjustment was described as the absence of anxiety and depression. Here we rely on a model that centres on a broader definition of psychosocial adaptation, taking into account not only the absence of disorders but also the positive indicators (for example, QoL and community integration). 15 Furthermore, the results of the present study suggest that functional and injury characteristics do not represent decisive factors in the adaptation process to disability. In contrast, coping mechanisms appear to be related to adaptation, especially the strategy of Acceptance. However, we observed that traumatic injuries tended to yield better results when considering global QoL. This might be explained by the fact that non-traumatic lesions, which possibly result from medical processes (for example, tumours, degenerative conditions, and vascular problems), could be associated with a longer adjustment process than traumatic type injuries (that is, individuals with SCI may be able to accept the prognosis more quickly in the case of an accident). In this regard, future research should focus on trying to identify the role that aetiology has in the adaptation to disability. According to Lazarus and Folkman, 21 individuals are more likely to engage in Acceptance and active coping strategies when they perceive a stressful situation as treatable/manageable and estimate the degree to which they have the skills and/or resources to cope with their situation. Thus, those who accept the situation might be more likely to gain psychological well-being, thereby facilitating social integration into the community. As in previous reports, [12] [13] [14] Acceptance in this study seemed to be beneficial with regard to psychosocial factors and promoted adaptive changes. Indeed, Elfström et al. 12 found that Acceptance displayed standardized b coefficients of 0.38 for general QoL, 0.40 for social functioning and À0.37 for depression. Therefore, when compared with Fighting spirit and Social reliance, Acceptance seemed to be the most powerful coping strategy with regard to adaptation outcomes. 13 Social reliance was associated with increased levels of psychological distress in the present study. Likewise, Elfström et al. 12 found that Social reliance contributed to depression (b ¼ 0.12) and, in an inverse manner, social functioning (b ¼ À0.21). Therefore, they suggested that the use of Social reliance could involve externalization of the perception of control over the situation. Additionally, Kennedy et al. 10 In accordance with previous studies, 10, [12] [13] [14] Acceptance and Fighting spirit coping strategies appeared to predict adaptation to disability in our study, ultimately protecting the individual from anxiety and depression. Also, in line with our hypothesis, the Social reliance coping mechanism was negatively related to community integration but positively associated with anxiety and depression. As shown in previous investigations, Social reliance was significantly related to lower functional outcomes and difficulties during social interactions. 11, 14 Our descriptive analysis revealed that our sample was similar to other previously examined cohorts as well as to the general SCI population. However, the participants in the present study displayed an increased mean age in comparison to other investigations. 5 This might be explained by the fact that most SCI studies have focused on traumatic injuries, which tend to occur at younger ages, whereas in the present study we have included non-traumatic injuries, which tend to occur at older ages. However, a recent study has described a trend toward increased traumatic aetiologies among the elderly in the Spanish population. 22 Here, normal levels of anxiety and depression were observed, and QoL scores were similar to those described by previous studies. 10 Therefore, our sample appeared to be psychologically well adjusted, with a low proportion of individuals showing clinical levels of anxiety and depression (approximately 12% and 6%, respectively).
The current work was subject to several limitations. Indeed, the findings of this study should be interpreted with caution owing to the sampling strategy (that is, follow-up assessment) and the crosssectional design. For this reason, we found it difficult to generalize our results to other SCI populations and determine causality. Although the SCL CSQ performed psychometrically well when utilized for patients 6 weeks post injury, 10 further research will be needed to test the efficacy of the scale when used during the early stages following injury. Furthermore, the high correlation that we observed between the Acceptance and Fighting spirit coping strategies in Spanish SCI individuals will need to be corroborated by further investigation.
In summary, this study supports the use of the SCL CSQ-S as a tool to measure the use of coping strategies in Spanish SCI individuals. Indeed, knowledge obtained from this scale can be utilized for both research and clinical work. Our study has contributed to the overall goal of adapting measurement instruments to local language and culture in order to facilitate the use of these important tools in diverse clinical settings. Furthermore, the results of the present study have provided further support for the positive effect of psychological factors (for example, coping strategies) during adaptation to physical disabilities.
Although the SCL CSQ previously demonstrated acceptable psychometric properties, only a few studies have analysed its sensitivity to change. 11, 14 Therefore, future research should focus on addressing this topic with regard to the SCI population as well as improving psychological interventions (for example, coping effectiveness training). 11 Moreover, further research will be needed to evaluate the psychometric properties of the SCL CSQ-S in other Spanishspeaking populations in order to evaluate transcultural validation of the questionnaire.
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